Duodenal malformations are the third commonest cause of intestinal obstruction in infants. A spectrum of intrinsic obstructive lesions within the duodenum ranges from atresia to congenital bands2. Rarely, duodenal malformations may first present in adulthood. Less than 70 cases of duodenal web presenting in an adult have been reported in the literature. In 10 patients the presentation was associated with pancreatitis. We report a case of congenital duodenal web associated with pancreas divisum which first presented in an adult with the clinical characteristics of recurrent acute pancreatitis. (1,500/z/ml n 100/z/ml) normal electrolytes and normal renal and liver function tests. An upper abdominal ultrasound was normal and did not reveal cholelithiasis. Gastrointestinal endoscopy revealed some food residue within the stomach and duodenal cap, some difficulty negotiating the second part of the duodenum but no mucosal abnormality.
was large and capacious. A small opening was visualised on the medial aspect of the second part of the duodenum resembling the opening of a small duodenal diverticulum. The endoscope could not be negotiated into the opening however the ERCP catheter was introduced through the opening and contrast was injected to reveal normal duodenal mucosa. The papilla was not visualised. An endoscopic diagnosis of duodenal web was made. A barium meal was then performed and this confirmed a large duodenal cap and a 2 mm thick duodenal diaphragm arising from the second part of the duodenum being propelled into the second and third parts giving rise to a "wind sock" appearance ( Figure 1 ). Barium flowed past the diaphragm into the remainder of the duodenum and jejenum. The opening of the diaphragm was confirmed close to the medial attachment of the web. Exclusion of other possible congenital abnormalities by CT and echocardiogram were performed prior to further management.
The patient underwent laparotomy and after mobilising the duodenum, a circumferential indentation of the second part of the duodenal wall was noted. This Figure 1 A barium meal showing the windsock deformity of the duodenal web. The intraduodenal windsock fills the duodenum; the windsock itself is filled with barium. The barium outlines the mucosal lining of the windsock and is seen as quite separate to the barium which lies in the second and third part of the duodenum. The arrow indicates the opening in the web which is situated on the medial aspect of the deformity and close to its attachment to the duodenum. This opening in the web allows for communication between the first and second parts of the duodenum. indentation marked the insertion site of the web. A longitudinal duodenotomy revealed a 12 cm long duodenal web arising from the entire duodenal circumference and having a 3 mm opening situated near the medial wall ( Figure 2 ). Three separate duct openings were noted on the medial duodenal wall; one opening proximal and two distal to the web. The 3 orifices were sequentially cannulated by a fine catheter and contrast radiography done. In addition the pressures across the duct opening were recorded using a single lumen constantly perfused low compliance catheter. These studies revealed that the orifice proximal to the web drained the body and tail of the pancreas and corresponded to the duct of Santorini.
The two orifices distal to the web drained the bile duct and head of the pancreas respectively and separately, the most distal orifice corresponded to the duct of Wirsung. An abnormal high pressure zone was recorded within the duct of Wirsung but the pressures across the other openings were normal.
The duodenal web was excised leaving a small medial ridge adjacent to the openings of the pancreatobiliary ducts. The excised edge was oversewn in order to achieve haemostasis. The duodenum was then closed transversely. The patients postoperative course was uneventful. Histological examination of the excised specimen confirmed the features of a duodenal web. The submucosal septum was lined by duodenal mucosa on both sides. A thin layer of muscularis mucosa made up the submucosal layer. Two year follow up of the patient revealed no recurrence of symptoms or of pancreatitis. Figure 2 Schematic representation of the duodenum, the web and their relationships with the common bile duct and pancreatic ducts. The web has a circumferential attachment to the second part of the duodenum and forms a windsock which has been propelled down the second part of the duodenum towards the third part. The opening on the web which allows communication between the first and second parts of the duodenum is situated close to its base on the medial aspect. 
